myocardial infarct polycythtmia rubra vera was diagnosed; and this has subsequently been treated by intermittent venesections and occasional courses of busulphan to control the thrombocythemia. The patient has also received allopurinol to control a persistent hyperuricemia. She was referred in September 1974 with four weeks' history of an intensely itchy vesicular eruption which began around the umbilicus (Fig 1) but soon spread to the submammary region and flank (Fig. 2) . Initially the condition resembled herpes zoster but virus isolation studies were negative. Later it became very suggestive of dermatitis herpetiformis. For several years she has had a multinodular goitre and considerable enlargement of the spleen. Investigations: Hb 11 g/dl. WBC 17 400/mm3. Platelet count 374 000 (large platelets present). ESR 1 mm in 1 hour (Westergren). Plasma thyroxine 116 nmol/l (normal) and thyroid scan normal; chest X-ray normal; barium enema and sigmoidoscopy normal. Histology and immunofluorescence: Three separate biopsies have all shown foci of intense eosinophilic spongiosis (Fig 3) leading to both intra-and subepidermal bulla formation. Both direct and indirect immunofluorescence have been repeatedly performed throughout the duration of her disease; intercellular antibodies have never been demonstrated. Course andprogress: She was treated with dapsone 200-250 mg daily and the vesicular eruption completely disappeared within a few days. She remained well controlled until August 1975 when she was admitted for dental extractions and the dapsone was inadvertently discontinued for three days. The eruption recurred very rapidly and extensively and then failed to respond to dapsone 250 mg daily. Prednisone 40 mg daily was instituted with relief of her symptoms, but unfortunately had to be withdrawn because she developed diabetes A4~~~~~~. A~. and a proximal myopathy. Dapsone 300-400 mg daily has partially relieved her symptoms but the eruption gradually extended and became very widespread over most of the trunk. Good control was subsequently obtained on Synacthen Depot injections (1 mg twice weekly) and azathioprine 150 mg daily was started.
Comment
The more common skin changes associated with polycythmmia rubra vera include purpura or bruising, generalized pruritus (often after a hot bath) and acne urticata (Braverman 1970).
In extensive acne urticata the papules may evolve into minute vesicles or pustules (Weidman & Klauder 1938 , Baxter & Lockwood 1958 ) but these published reports do not mention that confluent areas of vesicles or larger bullt may arise, as was found in the present case. In a recent study of 9 cases of eosinophilic spongiosis (Knight et al. 1976 ) 6 were shown to have immunopathological evidence of pemphigus. The present case, which was included in the above study, stands out as being unusual in that she has (1) an extensive vesiculo-bullous eruption which after twenty months has shown no immunopathological progression to pemphigus, and (2) associated polycyth2mia rubra vera. However, a review ofthe literature reveals two similar cases (Strickler 1945 , Fry & Wallace 1965 . In discussion of the latter case, Dr A Lyell reported having seen an almost identical one. At the time, these patients presented considerable diagnostic difficulty but from the histological descriptions and the findings in the present case there seems little doubt that the histology in all was that of eosinophilic spongiosis. In our case and in the patient reported by Fry & Wallace (1965) the eruption did not improve with adequate treatment of the polycythtemia, but Strickler (1945) reported that the rash almost cleared after venesection and irradiation. It is suggested that although the association of eosinophilic spongiosis and polycythvmia rubra vera is very unusual, it may be not altogether fortuitous. It remains to be seen whether this extensive vesiculo-bullous eruption in the present case ultimately progresses to true pemphigus. 
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